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listeriosis associated with pregnancy and human 
immunodeficiency virus (HIV) infection 
To the Editors: 
Although Listeria monocytogenes has not been considered 
a pathogen associated with human immunodeficiency 
virus (HIV) infection [l], a number of recent case 
reports have described listeriosis in such patients [2-51. 
In our 1000-bed hospital (for a population of approxi- 
mately 450,000), only four cases of listeriosis were 
reported in 1991. Three of the patients were women, 
two of whom were HIV-positive. 
Patient one: A 40-year-old woman with an 11 -year 
history of intravenous drug abuse, who had been 
diagnosed as HIV-positive 4 years previously, was 
admitted to hospital with a 3-week history of confixion 
and altered consciousness, and 3 days of headache and 
vomiting. At the time of admission, she was cachectic 
with a body temperature of 39°C and stiffness in 
the neck. Cerebral spinal fluid (CSF) examination 
revealed 850 leukocytes/mm3 (95% lymphocytes), and 
concentrations ofglucose at 10 mg/100 mL and protein 
at 1.5 g/L. Initially, meningitis caused by Mycobacterium 
tuberculosis was suspected and appropriate antibiotic 
therapy was started. This medication was changed to 
ampicillin and gentamicin when L. monocytogenes was 
isolated in blood cultures, but not from CSE After 25 
days, the patient was afebrile and had recovered normal 
cortical function, and was therefore discharged from 
hospital. 
Patient two: A 25-year-old woman, who was 25 
weeks into pregnancy, was herself not a drug abuser, 
but associated with addicts. She was admitted to 
hospital with a 7-day history of fever, chills, lower 
back pain and difficulty in swallowing. Findings a t  
the time of admission included a body temperature of 
38.9"C, malar erythema, a reddened pharynx with 
oral thrush, a right epistaxis, soft hepatomegaly and 
pain on kidney percussion. Obstetric examination 
findings were normal. Examination of peripheral 
blood revealed 2200 leukocytes/mm' (53% seg- 
mented, 13% lymphocytes and 33% band forms) and 
29,000 platelets/mm'. O n  isolation of L. monocyto- 
genes from blood cultures, treatment with ampicillin 
and tobramycin were started. Five days after 
admission, .uterine contractions began and a dead fetus 
was spontaneously expelled. Bone marrow puncture 
revealed megakaryocytic thrombocytopenic purpura, 
and HIV infection was later diagnosed by enzynie- 
liaked immunosorbent assay (ELISA) and Western 
blot testing. After 13 days, the patient had improved 
both clinically and symptomatically, and was therefore 
discharged from hospital. 
Patient three: A 33-year-old woman, who was 29 
weeks into pregnancy, was admitted to hospital in 
preterm labor with a fever of 37.7"C. After admission, 
uterine contractions began and a dead fetus was 
delivered. Samples from the fetal anus, pharynx, nose, 
placenta and lochia were sent to the microbiology 
laboratory. Treatment with ampicillin and gentamicin 
was started when L. monocytogenes was isolated from all 
samples. Peripheral blood examination revealed 18,000 
leukocytes/mm' (80% segmented, 12% lymphocytes). 
Serology for Treponema pallidum, the TORCH (toxo- 
plasma, others, rubella, cytomegalovirus and herpes) 
series of microorganisms and HIV was negative. After 
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2 weeks of treatment, the patient was discharged f b m  
hospital. 
A wide variety of underlying conditions appears to 
predispose to listeriosis. The incidence among patients 
with acquired immunodeficiency syndrome (AIDS) is 
65 to 145 times higher than in the general population 
[5]. Two of the above-described patients were in 
pregnancy and one was also HIV-positive. There have 
been reports of L. monocytogenes in a hegnant Haitian 
woman with HIV infection [6]. 
Listeriosis usually presents as a bacteremia or 
meningitis, and the former is more commonly found 
in those who are pregnant, as in the cases described 
here. Only the non-gravid patient had meningitis. 
Listeriosis in gravid women is not uncommon, and the 
clinical appearances range &om a mild febrile illness to 
severe illness, the latter usually in cases where the 
response to infection is deficient. The infection in 
Patient three was mild, and disappeared on delivery of 
the infected fetus and associated intrauterine contents. 
The etiological diagnosis was made f b m  these 
materials. Patient two, however, had clinical symptoms 
that were more severe (7 days of high fever, lower back 
pain and hepatomegaly) and premature delivery 
occurred 12 days after onset of the infection in spite of 
adequate treatment. The diagnosis of listeriosis was 
made from cultures of the mother’s blood prior to 
delivery. A review of the clinical data revealed a 
profound lymphopenia (13%; 286 lymphocytes/m’) 
and megakaryocFc thrombocytopenic purpura at the 
time of admission, thereby alerting us to the need for 
HIV screening. These observations suggest that a test 
for HIV should be considered when L. monocytogenes is 
isolated fbm a female patient regardless of whether or 
not she is pregnant. 
Juan C. Alados, Consuelo Miranda, Juan Fontes, 
Josi A .  Miranda and Manuel de la Rosa 
Granada, Spain 
References 
1. Jacobs JL, Murray HW. Why is Litreria monocytogenes not a 
pathogen in acquired immunodeviciency syndrome? Arch 
Intern Med 1986; 146 1299-1300. 
2. Bizet C, Mechali D, Rocourt J, Fraisse E Listeria 
monocytogenes bacteraemia in AIDS. Lancet 1989; ii: 501. 
3. Berenguer J, Solera J, Diaz MD, Moreno S ,  Lopez-Herce JA, 
Bouza E. Listeriosis in patients infected with human 
immunodeficiency virus. Rev Infect Dis 1991; 13: 115-9. 
4. Kales CP, Holman RS. Listeriosis in patients with HIV 
infection: Clinical manifestations and response to therapy. J 
Acquir Immunodef Syndr 1990; 3: 139-43. 
5. Jurado R, Farley M, Pereira E, et al. Increased risk of 
meningitis and bacteraemia due to Listeria rnonocytogenes in 
patients with human immunodeficiency virus infection. 
Clin Infect Dis 1993; 17: 224-7. 
6. We& CW, Roldan EO, Fojaco RM. Listeriosis as a cause of 
maternal death: An obstetric complication of the acquired 
immunodeficiency syndrome (AIDS). Am J Obstet Gynecol 
1983; 147: 7-9. 
Ehrlichia species as possible causative agents of 
blood culture-negative endocarditis 
To the Editors: 
Human ehrlichiosis is described as being caused by 
either Ehrlichia sennetsu in Japan [l] or by Ehrlichia 
chaffeensis in the US [2]. Recently, a third human 
pathogen has been discovered in the US which is 
genotypically similar to Ehrlichia phagocytophila [3]. 
Despite extensive serum surveys, antibodies reactive to 
Ehrlichia species at  significant titers have not been 
reported in France. However, to follow is our report on 
a patient who has blood culture-negative endocarditis 
and antibodies reactive to E.  chaffeensis and Ehrlichia 
canis. 
In 1987, a 23-year-old man from Algeria, who was 
living in the south of France, had never travelled 
elsewhere and had no history of tick bite, was adrmtted 
to hospital with fever and dyspnea. The patient had 
rheumatic aortic disease of 17 years’ standing. At the 
time of adrmssion, he presented with fever (38.5OC), an 
aortic murmur, painful hepatomegaly, dependent 
edema, digital clubbing and weight loss. Laboratory 
findings included an elevated erythrocyte sedirnen- 
tation rate (100 mm/h), anemia (hemoglobin 8.6 g/L), 
absolute lymphopenia (1.240 lymphocytes/mm3), and 
elevated serum alanine aminotransferase and lactate 
dehydrogenase. 
Ten blood cultures were performed, but none 
yielded either bacteria or fungi. An echocardiogram 
confirmed endocarditis by visualization of an aortic 
vegetation. Indirect immunofluorescence (IFA) tests 
for Aspergillus fumigatus, Cryptococcus neofrmans, E.  
sennetsu, Ehrlichia risticii, Rochalimaea henselae, 
Rochahaea quintana, Rickettsia conorii, Rickettsia typhi, 
Ajipiafelis, Coxiella burnetii phase I and 11, Legionella 
pneumophila 1 to 6, Legionella micdadei, Legionella 
bozemanii, Legionella dumofii, Legionella gormanii, 
Legionella jordanis, Legionella longbeachae 1 and 2,  
Chlamydia pneumoniae, Chlamydia psittan’ and Chlamydia 
trachomatis were negative and no antinuclear antibodies 
were found. 
The patient was treated h t h  amoxicillin- 
clavulanate at 2 g/day for 10 days before aortic valve 
replacement. Gross examination of the valve showed 
numerous vegetations and an abscess that communi- 
cated with an aneurysm. Culture of the valve yielded 
